
PREVENTING  CHRONIC  DISEASE
P U B L I C  H E A L T H  R E S E A R C H ,  P R A C T I C E ,  A N D  P O L I C Y 
  Volume 14, E09                                                                         JANUARY 2017  
 

ORIGINAL RESEARCH
 

 

Prevalence of Cancer Screening Among
Adults With Disabilities, United States,

2013
 

C. Brooke Steele, DO1; Julie S. Townsend, MS1; Elizabeth A. Courtney-Long, MA, MSPH2;
Monique Young, MPH1

 
Suggested  citation  for  this  article:  Steele CB,  Townsend JS,
Courtney-Long EA, Young M. Prevalence of Cancer Screening
Among  Adults  With  Disabilities,  United  States,  2013.  Prev
Chronic  Dis   2017;14:160312.  DOI:  https://doi.org/10.5888/
pcd14.160312.

PEER REVIEWED

Abstract

Introduction
Many studies on cancer screening among adults with disabilities
examined disability status only, which masks subgroup differ-
ences. We examined prevalence of receipt of cancer screening
tests by disability status and type.

Methods
We used 2013 National Health Interview Survey data to assess
prevalence of 1) guideline-concordant mammography, Papanicol-
aou (Pap) tests, and endoscopy and stool tests; 2) physicians’ re-
commendations for these tests; and 3) barriers to health-care ac-
cess among adults with and without disabilities (defined as diffi-
culty with cognition, hearing, vision, or mobility).

Results
Reported Pap test use ranged from 66.1% (95% confidence inter-
val [CI], 60.3%–71.4%) to 80.2% (95% CI, 72.4%–86.2%) among
women with different types of disabilities compared with 81.4%
(95% CI, 80.0%–82.7%) among women without disabilities. Pre-
valence of mammography among women with disabilities was
also lower (range, 61.2% [95% CI, 50.5%–71.0%] to 67.5% [95%
CI, 62.8%–71.9%]) compared with women without disabilities
(72.8% [95% CI, 70.7%–74.9%]). Screening for colorectal cancer
was 57.0% among persons without disabilities, and ranged from
48.6% (95% CI, 40.3%–57.0%) among those with vision limita-

tions to 64.6% (95% CI, 58.5%–70.2%) among those with hear-
ing limitations.  Receiving recommendations  for  Pap tests  and
mammography increased all respondents’ likelihood of receiving
these  tests.  The  most  frequently  reported  barrier  to  accessing
health  care  reported  by  adults  with  disabilities  was  difficulty
scheduling an appointment.

Conclusion
We observed disparities  in  receipt  of  cancer  screening among
adults with disabilities; however, disparities varied by disability
type. Our findings may be used to refine interventions to close
gaps in cancer screening among persons with disabilities.

Introduction
Cancer is the second leading cause of death among adults in the
United  States  (1).  Some cancers  are  preventable  with  regular
screening tests  and can be cured if  detected and treated early.
However, disparities in the use of preventive health services exist.
People with disabilities have lower cancer screening rates than
people without disabilities (2–7). In 2013, approximately 1 in 5
US adults reported having a disability; disabilities in mobility and
cognition were the most frequently reported types (8). People with
disabilities may have numerous health-care access barriers, includ-
ing inaccessible health communication formats, limited access to
transportation and parking, and lack of height-adjustable examina-
tion tables,  accessible  mammography equipment,  and medical
staff trained on proper patient lifting, transferring, and positioning
techniques (6,9–11).

People with disabilities are a heterogeneous group whose health
needs vary with  the types  of  limitations  they have and by the
nature of their disabilities (12). Definitions of disability and the
level of functioning that qualifies for disability status vary. Many
studies on cancer screening among this population used broad dis-
ability measures based on limitations in actions within the envir-
onment to compare prevalence of screening between people with

The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health

and Human Services, the Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions.

www.cdc.gov/pcd/issues/2017/16_0312.htm • Centers for Disease Control and Prevention      1



and without disabilities, and a few disaggregated data by disabil-
i ty  severi ty  or  type  to  look  at  subgroup  differences
(2–7,9–11,13–16).

In studies of up-to-date breast cancer screening, screening rates
ranged from 67% to 79% among women with disabilities and from
70% to 83% among women without disabilities (2,6,9,14). Re-
ceipt of up-to-date cervical cancer screening among women with
disabilities ranged from 77% to 82%, compared with a range of
83% to 87% among women without disabilities (6,9,14). Breast
and cervical cancer screening rates are lower among women with
intellectual and developmental disabilities, cognitive disabilities,
and multiple disabilities than among women with other disability
types  (3,5,15).  Numerous  studies  of  colorectal  cancer  (CRC)
screening among people with disabilities assessed whether a per-
son  was  ever  screened,  rather  than  whether  screening  was
guideline-concordant (4,5,14,17). Some studies reported that CRC
screening rates are higher among people with disabilities than
among those without disabilities; however, rates varied by disabil-
ity type (14,17). Up-to-date CRC screening rates were recently
published in a study examining receipt of tests from 1998 through
2010 among people with and without chronic disabilities; the au-
thors reported that receipt was similar between both groups (18).
The data in many earlier studies of cancer screening prevalence
are now nearly a decade old or older and may not reflect recent
trends. Additionally, few studies examined receipt of a health-care
provider’s recommendation for screening (11,13,16).

In this study, we used a nationally representative sample to exam-
ine differences in receipt of guideline-concordant screening in
2013 for breast cancer, cervical cancer, and CRC by disability
status and by type of disability. We report the prevalence of up-to-
date breast and cervical cancer screening among women with and
without disabilities by screening recommendation status and the
prevalence of receiving a recommendation for screening among
adults with and without disabilities who were not up-to-date with
CRC screening.  In addition,  we describe perceived barriers  to
health-care access by disability status.

Methods
We used data from the 2013 National Health Interview Survey
(NHIS), a continuous, cross-sectional survey of US households
conducted in-person with noninstitutionalized civilians. NHIS uses
trained US Census Bureau interviewers and monitors for quality
control. Sampling is done through a complex survey design that
involves stratification, clustering, and multiple stages. One sample
adult is selected in the household to provide additional informa-
tion, which in 2013 included information for a cancer control sup-
plement. The final adult response rate for the 2013 survey was

61.2% (19).  More information on NHIS design is  available at
http://www.cdc.gov/nchs/nhis.htm. This study did not require in-
stitutional  review board  approval  because  we used  a  publicly
available data set without personal identifiers.

We included adults aged 21 to 75 years who provided responses to
questions in the NHIS cancer control supplement and the disabil-
ity module. The disability module consists of 6 questions, the fol-
lowing 4 of which measure serious functional limitations pertain-
ing to hearing, vision, cognition, and mobility (20): Are you deaf
or do you have serious difficulty hearing? Are you blind or do you
have serious difficulty seeing even when wearing glasses? Be-
cause of a physical, mental, or emotional condition, do you have
serious difficulty concentrating, remembering, or making a de-
cision? Do you have serious difficulty walking or climbing stairs?
In the 2013 survey, these questions were administered to approx-
imately  half  of  sample  adults;  household  members  serving as
proxies  for  those  who were  unable  to  respond were  excluded.
Even though survey respondents could report more than one limit-
ation, we excluded those with a mobility disability (eg, difficulty
walking or climbing stairs) from the hearing, vision, and cogni-
tion categories. We did this because most people with multiple
disabilities also have a mobility disability, and we wanted to make
our estimates comparable with those in previous disability studies.
The hearing, vision, and cognitive categories were not mutually
exclusive, and respondents could be in more than one of these cat-
egories. Adults who answered no to all disability questions were
considered not to have a serious functional limitation.  We ex-
cluded from the analysis adults who reported having difficulty
with self-care (eg, bathing, dressing) or having limitations with
community involvement (eg, shopping or running errands alone)
but did not report other disabilities (n = 65).

We merged the disability questions file, the sample adult file, and
the person file to form the final analytic data set. The merged file
had data on 15,079 adults aged 21 to 75 years with known disabil-
ity status, 12,499 adults without a serious functional disability, and
2,580 adults with at least 1 of the 4 types of disability.

We included the following demographic variables: sex, race/ethni-
city,  marital  status,  education level,  and general  health  status.
Variables measuring whether respondents had health insurance
coverage  or  usual  sources  of  health  care  were  used  to  assess
health-care  access.  Barriers  to  care,  such  as  difficulties  with
scheduling appointments and reaching clinic staff by telephone,
long waiting-room times, inconvenient clinic hours, and lack of
transportation served as proxies for barriers to cancer screening.
The cancer control supplement included questions about receipt of
screening tests for breast cancer, cervical cancer, and CRC. If a
survey respondent indicated that he or she had received a screen-
ing test, then a follow-up question was asked about the timing of
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the test. Additionally, women who had seen a clinician within the
previous 12 months were asked whether a health-care profession-
al recommended that they receive a mammogram or Papanicolaou
(Pap) test. Adults who reported that they were not up to date with
screening for CRC were asked whether a health-care provider had
recommended that they be tested for problems in their colon or
rectum within the previous 12 months. We used US Preventive
Services Task Force recommendations that were in place in 2013
to define up-to-date cancer screening. For cervical cancer screen-
ing, we assessed whether women aged 21 to 65 years who did not
report having had a hysterectomy had received a Pap test within
the past 3 years. For breast cancer screening, we assessed whether
women aged 50 to 74 years had received a mammogram within
the past 2 years. Both men and women aged 50 to 75 years were
considered appropriately screened for CRC and current with the
screening recommendation if they had received either a fecal oc-
cult blood (FOBT) test within the previous year, sigmoidoscopy
within the previous 5 years along with FOBT within the previous
3 years, or colonoscopy within the previous 10 years.

We used SAS 9.3 (SAS Institute Inc) and SAS-callable SUDAAN
release 11 (Research Triangle Institute) to conduct all analyses.
All prevalence estimates were weighted so that they represent the
noninstitutionalized,  civilian  US population.  The final  survey
weights account for race/ethnicity, sex, and age composition of
that population.

We calculated the weighted prevalence estimates with 95% con-
fidence intervals (CIs) for demographic characteristics, health-care
access, and cancer screening (including by provider recommenda-
tion) among adults without a disability; separately for adults with
hearing,  vision,  cognition,  or  mobility  limitations;  and for  all
adults with any of these disability types. We conducted multivari-
able logistic regression analysis to obtain adjusted odds ratios for
the likelihood of being up-to-date for cancer screening for each
type of disability (adults without disability served as the referent
group for all models), while controlling for the influence of demo-
graphic characteristics and health-care access. In all models, we
controlled  for  race/ethnicity,  marital  status,  education  level,
health-care coverage, general health status (excluded in the hear-
ing  disability  model  for  CRC screening  because  of  statistical
nonsignificance), and usual source of care. The cervical cancer
screening model also controlled for age category, and the CRC
screening model controlled for age category and sex. We used a
backward elimination approach to select variables for the final
models and assessed goodness of fit using the Hosmer–Lemeshow
test. Variables with P ≥ .10 from the Wald F test were eliminated
unless they traditionally appeared in cancer screening models.

Results
Overall, 16.9% of adults aged 21 to 75 years were identified as
having at least 1 of the 4 disability types. The prevalence of each
disability type among this sample was mobility, 57.9%; cognition,
18.2%; hearing, 18.8%; and vision, 11.2%. Thirty-two percent of
persons had more than one disability, with most (82.8%) having
mobility limitations in combination with another disability. Re-
gardless of disability type or status, most adults were non-Hispan-
ic white and had health insurance coverage and a usual source of
care (Table 1). Compared with persons with no disability (6.4%),
the prevalence of reporting fair or poor health was substantially
higher among persons with a mobility disability (63.3%), a cognit-
ive disability (38.4%), a vision disability (29.4%), or a hearing
disability (17.4%).

In unadjusted prevalence estimates (Table 2), women with any of
the disability types had a lower prevalence of reporting up-to-date
cervical and breast cancer screening than women without a disab-
ility. However, men and women with any of the disability types
had a slightly higher prevalence of up-to-date CRC screening than
adults without disabilities. Women with mobility limitations had
the lowest prevalence (66.1%) of receiving a Pap test within the
past  3 years,  whereas those with cognitive limitations had the
highest  (80.2%).  The reverse  was true for  receipt  of  mammo-
grams within the past 2 years; prevalence was lower among wo-
men with cognitive limitations (61.2%) and higher among those
with  mobility  limitations  (67.5%).  When  controlling  for  so-
ciodemographic and health-care–related variables we found that
compared with women without disability, the odds of receiving a
Pap  test  within  the  previous  3  years  were  significantly  lower
among women with any of the disability types (AOR, 0.77; 95%
CI,  0.60–0.99)  and  among  women  with  a  mobility  limitation
(AOR, 0.58; 95% CI, 0.42–0.80). The odds of receiving mammo-
grams within the previous 2 years were also lower among women
with any of the disability types; however, this finding was not sig-
nificant.

The prevalence of up-to-date breast and cervical cancer screening
was higher among women who reported receiving recommenda-
tions from their health-care providers for these tests than among
women who said they had not received recommendations (Figure).
Among women who reported receiving recommendations, those
with any of the disability types were less likely than those without
any of the disability types to report receiving Pap tests within the
previous 3 years (84.1% vs 94.7%, respectively, P < .001). Among
women who indicated that they had not received recommenda-
tions, those with any of the disability types reported less use of
mammography  (32.6%  vs  48.6%,  P  <  .001)  and  of  Pap  tests
(55.2% vs 66.7%, P = .003) than women without any of the disab-
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ility types. Among adults who reported that they were not up-to-
date with screening for CRC, the percentage who had received re-
commendations for CRC screening tests in the previous 12 months
was 15.2% for those with any of the disability types and 11.9% for
those  without  any  of  the  disability  types  (P  >  .05)  (data  not
shown). The prevalence of perceived barriers to accessing health
care was higher among persons with any of the disability types
than persons without any of the disability types;  the most fre-
quently cited barrier among both groups was difficulty getting a
clinic appointment (9.1% vs 4.5%) (Table 3).

Figure. Prevalence of up-to-date cancer screening among women, by disability
status and whether or not a doctor or health professional recommended the
screening test, National Health Interview Survey, United States, 2013.

 

Discussion
Overall, our findings on cancer screening among persons with dis-
abilities are consistent with some previous research on this topic
(2,3,14,16). We found a lower prevalence of breast and cervical
cancer screening among women with disabilities, but only the dis-
parity  in  Pap  test  use  persisted  in  models  adjusted  for  cancer
screening-related variables. A similar pattern was reported in a
study on use of mammography and Pap tests by disability status
and severity (3). In a study examining receipt of these tests among
women with and without limitations in activities of daily living,
however, disparities remained significant in multivariable ana-
lyses  for  each test  (14).  Similar  to  previous  research on CRC
screening,  we found slightly  higher  rates  of  screening among
adults  with  disabilities  than  among  those  without  disabilities
(14,18). Even though persons with disabilities were reported to
have higher CRC screening rates than persons without disabilities
from 1998 to 2010, the rates reported in 2010 (59.2% vs 58.9%)

and in our study (61.8% vs 57%) are below the 70.5% Healthy
People 2020 objective (https://www.healthypeople.gov/2020/top-
ics-objectives/topic/cancer/objectives) (18). The breast and cer-
vical cancer screening rates in our study are also lower than na-
tional objectives for these tests (81.1% for breast cancer, 93.0%
for cervical cancer). Future studies should explore the reasons why
some persons with disabilities may avoid or delay cancer screen-
ing, including the extent to which factors such as disability type,
severity of limitation, and confusion about screening guidelines af-
fect decision making. Research on this topic is scarce, especially
for cervical cancer and CRC.

We found that the prevalence of breast and cervical cancer screen-
ing was higher  among women who reported receiving recom-
mendations for these tests from their health-care providers, which
is consistent with previous studies (11,13). Women with disabilit-
ies were slightly less likely than those without disabilities to re-
port receipt of screening recommendations, but the differences
were not significant. Less than 15% of persons who were not up-
to-date with CRC screening reported receiving recommendations
for these tests, regardless of disability status. We did not find oth-
er studies that  examined receipt  of recommendations for CRC
screening among this population. Additional research is needed to
help identify the reasons why health-care providers might not refer
persons with disabilities for cancer screening. Some providers may
prioritize managing the disabling condition and related illnesses to
the exclusion of addressing preventive health needs (10,14). Tools
have been developed to help clinicians identify recommended pre-
ventive services and increase their use among persons with disab-
ilities (21–23). Information is also available for health insurers,
community-based organizations, and health educators to help in-
crease their knowledge about disability and health and identify
service gaps (21).

We found that most people with disabilities had health insurance
coverage and a usual source of health care. This finding is consist-
ent with previous research and may be related to links between en-
rollment in federal and state disability benefits programs and eli-
gibility for public health insurance (2,3,8,24–26). However, some
insured people with disabilities reported unmet health-care needs
and difficulty accessing care. These disparities may be related to
disability type (eg, mobility limitations), or they may be unrelated
to disability status (eg, out-of-pocket cost) (24,27). In our study,
people with disabilities were 7 times as likely to report transporta-
tion barriers as those without disabilities and nearly twice as likely
to report difficulty scheduling appointments, long wait times at
clinics, and inconvenient clinic hours.

Our study has limitations. NHIS data are based on self-report and
may be subject to recall bias, particularly among persons with seri-
ous cognitive disabilities, and subject to social desirability bias.
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The questions used to measure disability in the NHIS disability
module, however, have been cognitively tested by the National
Center for Health Statistics and the US Census Bureau (28). Addi-
tionally, self-reported data for mammography, Pap tests, and CRC
screening are reported to be reliable (29,30). The small sample
sizes for some disability subgroups limit the generalizability of our
findings, but the sizes all met criteria for analysis; the data are also
weighted to be representative of the US population. Nearly one-
third of respondents had more than one type of disability; there-
fore, our results might not be generalizable to those with a single
disability.  Because we could not  distinguish between tests  re-
ceived for diagnostic purposes and tests received for screening
purposes, actual cancer screening rates may be lower than repor-
ted. We also could not assess the onset of disability in relation to
receipt of screening tests. Using data based on disability status at
the time of data collection rather than the time of screening could
have resulted in overestimates of screening among those whose
disabilities were diagnosed after they were screened. Furthermore,
because the NHIS disability survey includes only noninstitutional-
ized adults living in the community, we could not assess the pre-
valence of cancer screening among adults living in group homes
and other settings in which the prevalence of disability may be
higher.

One of the strengths of our study is that we used population-based
data. We also examined 2 cancer screening-related topics that have
been rarely researched among persons with disabilities — repor-
ted receipt of guideline-concordant CRC screening and recom-
mendations by health-care providers for cancer screening.

Disparities among persons with disabilities in receipt of prevent-
ive services and health-care access persist. Our study findings may
be used to  increase  awareness  about  gaps in  cancer  screening
among subgroups of this population, to inform development of in-
terventions that educate people with disabilities about the import-
ance of discussing preventive health services with their health care
providers, and to remind providers about the critical roles they
play in recommending use of these services.
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Tables

Table 1. Prevalence of Selected Demographic Characteristics and Health Behaviors Among Adults Aged 21–75 Years (N = 15,079), by Disability Typea, National
Health Interview Survey, United States, 2013

Characteristic

Type of Disability, % (95% Confidence Interval)

Hearing Vision Cognitive Mobility Any Type None

Total 454 304 471 1,512 2,580 12,499

Sex

Male 62.5 (57.2–67.6) 47.9 (41.5–54.3) 47.8 (42.2–53.4) 43.4 (40.4–46.4) 47.5 (45.3–49.7) 46.8 (45.7–47.9)

Female 37.5 (32.4–42.8) 52.1 (45.7–58.5) 52.2 (46.6–57.8) 56.6 (53.6–59.6) 52.5 (50.3–54.7) 53.2 (52.1–54.3)

Age group, y

21–49 27.3 (23.0–32.1) 42.7 (36.2–49.5) 53.6 (48.2–59.0) 21.3 (18.9–24.0) 29.7 (27.6–31.9) 60.9 (59.5–61.7)

50–64 35.7 (31.1–40.6) 36.1 (30.2–42.4) 33.0 (28.0–38.4) 46.5 (43.7–49.4) 41.4 (39.3–43.7) 27.0 (26.0–27.9)

65–75 37.0 (32.2–42.0) 21.2 (16.2–27.3) 13.4 (10.4–17.0) 32.2 (29.4–35.1) 28.9 (26.9–30.9) 12.4 (11.7–13.2)

Race/ethnicity

Non-Hispanic white 81.2 (77.3–84.5) 60.5 (53.8–66.7) 70.6 (65.9–74.9) 66.1 (63.1–68.9) 69.4 (67.2–71.5) 66.7 (65.6–67.7)

Non-Hispanic black 5.8 (4.1–8.2) 14.7 (10.8–19.6) 14.8 (12.0–18.1) 18.4 (16.1–21.0) 15.1 (13.5–16.9) 11.9 (11.2–12.6)

Hispanic 7.7 (5.6–10.6) 18.6 (14.4–23.7) 9.9 (7.4–13.2) 10.7 (9.1–12.5) 10.6 (9.3–12.1) 14.0 (13.3–14.7)

Otherb 5.3 (3.6–7.7) —c 4.8 (3.2–7.1) 4.9 (3.8–6.2) 4.9 (4.0–5.9) 7.4 (6.9–8.0)

Marital status

Married/living together 51.0 (45.4–56.5) 37.9 (32.1–44.0) 29.0 (24.3–34.3) 40.1 (37.0–43.2) 40.5 (38.2–42.9) 54.8 (53.6–56.0)

Single/never married 17.5 (13.6–22.2) 22.1 (16.9–28.4) 35.9 (30.7–41.4) 16.4 (14.3–18.7) 19.9 (18.0–21.9) 24.6 (23.5–25.8)

Divorced/widowed/ separated 31.5 (26.5–37.0) 40.0 (34.1–46.2) 35.1 (30.2–40.2) 43.5 (40.6–46.5) 39.6 (37.4–41.8) 20.5 (19.7–21.4)

Education

Less than high school diploma 18.4 (14.5–23.0) 22.7 (18.0–28.3) 22.4 (18.9–26.4) 25.1 (22.4–28.0) 23.2 (21.4–25.1) 9.9 (9.3–10.5)

High school diploma/GED 24.9 (20.6–29.8) 32.5 (27.0–38.5) 31.3 (27.0–36.0) 31.0 (28.0–34.3) 30.0 (27.8–32.3) 24.1 (23.1–25.1)

Some college/ associates degree 30.9 (26.1–36.2) 26.3 (21.2–32.1) 29.5 (24.9–34.5) 31.1 (28.2–34.1) 30.1 (28.1–32.2) 31.2 (30.2–32.3)

Bachelor’s degree or higher 25.8 (21.1–31.3) 18.5 (13.6–24.6) 16.8 (12.9–21.5) 12.8 (10.8–15.1) 16.7 (15.0–18.5) 34.8 (33.6–36.0)

General health status

Excellent/very good 47.5 (42.0–53.2) 37.3 (30.6–44.5) 23.5 (19.1–28.7) 11.7 (9.8–13.8) 22.8 (20.7–25.0) 68.6 (67.6–69.5)

Good 35.1 (30.2–40.4) 33.4 (27.8–39.5) 38.1 (33.3–43.0) 25.1 (22.6–27.7) 29.4 (27.5–31.5) 25.1 (24.2–26.0)

Fair/poor 17.4 (13.4–22.2) 29.4 (23.9–35.5) 38.4 (33.3–43.8) 63.3 (60.4–66.1) 47.8 (45.3–50.2) 6.4 (5.9–6.9)

Has insurance coverage

Yes 86.5 (82.7–89.6) 80.7 (75.7–84.9) 81.9 (77.1–85.9) 89.4 (87.4–91.1) 87.0 (85.4–88.4) 82.3 (81.5–83.1)

Has usual source of care

Yes 85.9 (81.8–89.2) 79.5 (72.6–85.1) 88.3 (84.4–91.3) 93.8 (92.2–95.1) 90.3 (88.8–91.6) 82.8 (81.9–83.6)

Abbreviation: GED, general educational development.
a Respondents could report more than one limitation and were included in the analysis for each reported limitation, with the exception of mobility limitations. Re-
gardless of any additional limitation, people with mobility limitations were only included in the mobility limitation subgroup.
b American Indian/Alaska Native, Asian, multiple races, and race group not releasable.
c Estimate suppressed because relative standard error was greater than 30%.
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Table 2. Prevalence and Adjusted Odds Ratiosa for Up-to-Date Cancer Screening Among Adults With a Disability Compared With Adults With No Disability, National
Health Interview Survey, United States, 2013

Characteristic

Disability Typeb

Hearing Vision Cognitive Mobility Any Type None

Pap test

Pap test within past 3 yearsc, n 90 94 166 392 700 5,184

          Yes 73.1 (61.9–81.9) 76.6 (64.8–85.3) 80.2 (72.4–86.2) 66.1 (60.3–71.4) 71.5 (67.4–75.2) 81.4 (80.0–82.7)

AOR for up-to-date status 0.82 (0.44–1.53) 0.99 (0.51–1.90) 1.20 (0.71–2.03) 0.58 (0.42–0.80) 0.77 (0.60–0.99) Reference

Mammogram

Mammogram within past 2 yearsd, n 115 80 107 633 897 2,544

          Yes 66.5 (55.4–76.1) 63.7 (50.4–75.2) 61.2 (50.5–71.0) 67.5 (62.8–71.9) 66.7 (63.0–70.2) 72.8 (70.7–74.9)

AOR for up-to-date status 0.89 (0.53–1.49) 0.88 (0.48–1.61) 0.91 (0.54–1.55) 1.04 (0.77–1.40) 0.97 (0.76–1.25) Reference

Colorectal cancer screening

Colorectal cancer screeninge, n 320 175 216 1,136 1,746 4,726

          Yes 64.6 (58.5–70.2) 48.6 (40.3–57.0) 56.2 (47.9–64.2) 63.1 (60.0–66.1) 61.8 (59.1–64.5) 57.0 (55.3–58.6)

 Received colonoscopyf, n 93.1 (87.5–96.3) 92.8 (84.5–96.8) 93.6 (86.3–97.2) 93.5 (91.2–95.3) 93.5 (91.5–95.0) 94.7 (93.7–95.6)

AOR for up-to-date status 1.41 (1.04–1.91) 0.90 (0.60–1.35) 1.25 (0.84–1.85) 1.33 (1.12–1.58) 1.29 (1.10–1.52) Reference

Abbreviation: AOR, adjusted odds ratio; Pap, Papanicolaou.
a Adjusted odds ratios are from logistic regression analyses that examined disability status in relation to being up-to-date on cancer screening tests while con-
trolling for race/ethnicity, insurance, having a usual source of health care, general health status, marital status, and education. Colorectal cancer screening mod-
els also included sex and age category. General health status was not included in the hearing disability model because it was not significant. Pap test models also
were controlled for age category.
b Values are percentage (95% confidence interval) unless otherwise stated.
c Women aged 21 to 65 years who had a Pap test within the past 3 years. Data on Pap tests were available for 5,884 women.
d Women aged 50 to 74 years who had a mammogram within the past 2 years. Data on mammograms were available for 3,441 women.
e Adults aged 50 to 75 years who had a high-sensitivity fecal occult blood test within the past 12 months, a sigmoidoscopy within the past 5 years with a high-
sensitivity fecal occult blood test within the past 3 years, or a screening colonoscopy within the past 10 years. Data on colorectal cancer screening were available
for 6,472 men and women.
f Colonoscopy within the past 10 years among adults with known disability status who reported being up-to-date with colorectal cancer screening (n = 3,677).
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Table 3. Perceived Barriers to Health Care Access by Disability Status (N = 12,499a), National Health Interview Survey, United States, 2013

Barrier

Any Disabilityb No Disability

% (95% Confidence Interval)

Difficulty getting through on telephone to reach clinic 4.2 (3.4–5.2) 1.6 (1.4–1.9)

Difficulty getting clinic appointment 9.1 (7.9–10.6) 4.5 (4.1–4.9)

Wait time at clinic too long 7.3 (6.1–8.7) 2.8 (2.5–3.2)

Clinic not open at convenient times 4.3 (3.5–5.4) 2.3 (2.0–2.6)

No available transportation to clinic 6.5 (5.4–7.8) 0.8 (0.7–1.0)
a The denominator for each survey question varies because of the exclusion of persons with unknown and missing responses.
b Includes hearing, vision, cognitive, or mobility disability.
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